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FOREWORD 


he futility of our traditional efforts to bring health to the people 

pushed us 17 years ago to look for alternative health care services. 

This action brought us in contact with people, health professionals 
and students, who were also searching for ways to respond to the rising 
health needs of our people, especially those in the slums of Manila and 
Davao and in the remote barrios of the countryside. 


This desire and commitment to serve the people by meeting their health 
needs united us. By sharing experiences and by assessing them, the seed 
of the new approach came into being. Continually nourished by immersion 
in the realities of the people, the seed grew into a program of the Rural 
Missionaries of the Philippines. 


From a paramedic training program, it gradually evolved into a community- 
based health program. From there we pushed forward armed with new 
insights into the realities, struggles and aspirations of the people for fuller 
life. 


Basic among these insights is the recognition of the people's right to 
organize themselves for their own empowerment, to define and articulate 
their problems and plans and to take action for their resolution. Thus we 
attribute the achievements of the program primarily to the active 
participation of an organized people. 


By the time the government's Department of Health adopted primary 
health care as a strategy in 1980, CBHP had been established in three pilot 
dioceses and was being organized in other parishes. Since its establishment, 
CBHP has developed and improved its services. 


Nonetheless, our experience attests to the principle that unless marked 
changes are made in the socio-economic and political life of the people, 
we cannot significantly improve the people’s health. Thus although CBHPs 
have expanded in area coverage and services, its gains are overrun by the 
situation. 


The impact evaluation study of the CBHPs and the writing of this booklet 
is a timely and welcome endeavor. Reflecting the struggles, the 
achievements and shortcomings of the CBHPs in the past years, they will 
help us direct our efforts so we can contribute more effectively in laying 
the foundation of an alternative health care system. 


It is our hope that people involved in CBHPs find in this booklet a guide 
for overcoming weaknesses in their program, and for those who seek the 
well-being and wholeness of the people, to adopt the philosophy and 
strategies of CBHP in their work. 


Sr. Eva Varon, SCMM 


INTRODUCTION 


here is nothing dramatic about community-based health programs 

(CBHP). Compared to the front-page excitement caused by the 

strides in say, genetic therapy as a cure for AIDS, CBHP is low- 
profile, tucked away in the farthest reaches of poverty-stricken barrios. 


Yet combined with socio-economic programs, it promotes the right to 
health of thousands. With the right mix of economic development and 
genuine social transformation, it may make the difference for millions. At 
a time when dire warnings have been raised about health for no one by 
the year 2000, the strategy is a spark of hope. 


Managed well and operating in supportive political settings, CBHP can 
bring down morbidity and mortality rates of killers like tuberculosis and 
diarrhea and many other diseases that are preventible in the first place. It 
can reverse infant death rates and improve maternal health. 


Not only that, CBHP can help people understand why they get sick (by 
showing not only medical reasons but also social and economic ones) and 


how they can get better. 


Yet more important is that when it works, CBHP helps people keep 
theraselves well. 


ill 


Close to twenty years ago in 1973, a group of religious sisters pioneered 
this alternative health care approach in the Philippines. 


(They started five years before the World Conference in Alma Ata that 
endorsed primary health care as a strategy to achieve health for all by the 
year 2000. The Philippine government officially launched its own primary 
care programs only in 1981.) 


The sisters sought a way to make health care accessible particularly to the 
poor. At that time, as is now, there was a severe shortage of medical 
personnel, inaccessible technology and expensive medicines, poor 
sanitation, lack of clean water and all the other curses of poverty. They 
saw in the community-based approach a strategy that would keep the 
poor healthy by depending on no one else but themselves. 


To determine how much CBHP had done in these first two decades, a 
National Coordinating Committee of CBHP practitioners commissioned 
an impact study of the largest non-governmental primary health programs 
in the country. These belong to the Rural Missionaries of the Philippines 
(RMP), the Council for Primary Health Care (CPHC) and the Community- 
based Health Services (CBHS). 


This booklet intends to provide the context and a candid presentation of 
the impact study findings. 


The study resulted in a_ report entitled “An Evaluation of Selected 
Community-based Health Programs and Institutions in the Philippines 
1990.” The report includes findings and recommendations arising from— 


@ a household and community health survey; 

@ case studies to document the organization, management and 
administration of the three participating agencies; and, 

e a health skills test to determine the effectiveness of training 
programs for health workers. 


Sociologist Virginia Miralao, a fellow of the Philippine Social Science 
Council, headed the survey project and supervised case study preparations. 
From a list of 634 villages that had CBHPs under the three organizations, 
30 barangays were randomly selected. Thirty-four households were drawn 


from each of these barangays, resulting in a total of 1,020 respondents 
interviewed. 


Covered during the research period in 1989, were five barangays in Luzon, 
five in the Visayas and 20 in Mindanao. Of the sample, 60 percent were 
served by CBHP workers, the rest were not served. 


This booklet draws much from Miralao’s report, “A Survey of Health 
Conditions in Community-based Health Program Areas” as well as the 


case studies written by Manuel Diaz, Judy Taguiwalo, and Asuncion 
Benitez. 


Miralao’s findings draw the finer picture blurred by inadequate official 
Statistics. The findings on household diets, the frequency and nature of 
illnesses and death and the prevalence of physical disabilities buttress the 
thesis that household health is a function of economic well-being. They 
strengthen the CBHP proposition that health is a social issue that must be 
addressed by communities, people’s organizations and government. 


The findings include data on the patterns of health-seeking behavior of 
households: what they do and whom they consult in times of illnesses; as 
well as, the relationship between community health workers (CHWs) and 
the client households. 


We will take a closer look into why the strategy is necessary and review 
factors that enable the strategy to work. But not all is nice and easy. Part Il 
of this booklet casts a critical eye on CBHP and considers its prospects and 
directions. 


The recommendations come from the case studies, the report on the 
results of a written exam supervised by Dr. Jaime Galvez-Tan, and the 
discussions of the National Coordinating Committee. 


The findings are valid for the programs under the three organizations 
listed above. They are further limited by the numerous substitutions in 
respondent population because of difficulties in reaching areas affected 
by the armed conflict. Errors in reporting also account for the inadequacy 


in comparing conditions in villages served by community health workers 
and those that are not. 


I wish to thank the Project National Coordinating Committee for their 
confidence during this endeavor and the manuscript readers, among 
them Sr. Mary Grenough, MM, Dr. Michael Tan, Dr. Cornelio de la Paz, 


and the staff of the Council for Health and Development who all helped 
provide the realism from their experience. 


This slim volume would have served its purpose if more groups and 
organizations that espouse true human development would simply start 


integrating community-based health care strategies as a basic part of their 
work. 


SLB 
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COMMUNITIES 


AND ILLNESSES 


or many households in the Philippines, health is a rare commodity. 

Severe and moderate malnutrition affects 2.2 million children aged 

0 to six years, a high incidence of 17.2 percent, against the world 
standard of one percent. The leading causes of illness and death are 
preventible respiratory and gastro-intestinal diseases. 


As many as 85 percent of survey households in some parts of the country, 
reported minor illnesses in the last month alone. In some places, as many 
as 51 percent of households surveyed had at least one family member 
seriously ill in the previous year. 


Government and non-governmental health programs have failed to reverse 
the worsening health situation. 


Dr. Michael Tan recently noted that even after Corazon Aquino assumed 
the presidency, government allocations for health (even those including 
the Armed Forces’ hospitals, population and nutrition agencies under 
other departments) have remained at a “very low level, averaging about 
3.2 percent of the total national budget.” 


Tan adds that the figure is lower than the average of 3.4 percent during the 
last years of the Marcos government and “a long way off” from the 
average of 5.3 percent between 1951 and 1979. 


The 1989 allocations of P229 million for the “support for the implementation 
of primary health care,” P2 million for “community health services,” and 
P2 million for “public information and health education for the Depart- 
ment of Health is only half the P459 million for military intelligence 


services. 


Meanwhile, the Council for Primary Health Care (CPHC), a private 
organization noted “conventional approaches have been found inadequate 
in answering health needs.” It observed that— 


e forevery person who goes to center-based health programs, there 
are more individuals who need similar services but cannot come 
to the center 


@ sick people seek health care when their illness is far advanced, 
resulting in greater expense in time and resources 


@ some health problems cannot be solved unless significant changes 
are instituted in the community and society. 


What was needed therefore was an approach that would make health care 
accessible, cheap, and beneficial in the long-term. To package this illusive 
combination, health advocates found they needed a new perspective to 
health and health care. 


They had to think and work beyond the commonly held notions and 
practices, beyond the dole-outs and the mobile clinics, to find out among 
others why so many were sick so much of the time and why there were 
never enough resources for health. 


Beginnings 


The first to make breakthroughs were three religious sisters from the 
Rural Missionaries, a program under the prestigious Association of Major 
Religious Superiors of the Philippines (AMRSP). The team was made up 
of two nurses and one chemist. 


Convinced that the rural poor had little or no access to government and 
church health services, they agreed on the need for an alternative health 
program. They also agreed it would not be western-oriented, urban- 
based and monopolized by health professionals. 


The sisters envisioned a program that would encourage and train lay 
people to meet the health needs of the community and would utilize local 
and indigenous resources for preventive and curative health care. 


They started training paramedics in 1973. By 1976, they had set up three 
pilot areas in the most marginalized areas. 


The second breakthrough came in 1975 with the introduction of structural 
analysis, a method of studying society. Using the framework, the Rural 


Missionaries team saw how political, economic and cultural structures 


had hindered the development of an adequate and effective health delivery 
system in the country. 


The Rural Missionaries health team observed that ill health was the result 
of difficult working conditions, inadequate nutrition and shelter, lack of 


access to professional care and a culture that bound the rural masses to 
ignorance and superstition. 


“To address the health problems of the community, therefore,” the case 
study on the Rural Missionaries notes,” it was not enough to develop 


Health is Social 


Health as a social concern: 


Health is a fundamental human right; it is not merely the absence 
of illness, it is determined by the interplay of political, socio-cultural, 
and economic factors. 

It is total human development and well-being. 


Health starts with the prevention of iliness 


CBHP stresses preventive medicine and respects indigenous 
and traditional medicine. It rejects dole-outs and dependence on 
doctors. 


People’s participation is essential 


The success of any people’s program depends on their 
participation in all levels of decision-making: planning, implementation, 
monitoring and evaluation. 

Because health for all may be achieved only by socio-economic 
transformation, CBHP is concerned with non-health qualities: critical 
awareness, local initiative, participatory decision-making and self- 
reliance. 

The poorest of the poor are both its priority target beneficiaries 
and frontline workers. 


paramedics from among the poor; it was also necessary to organize the 
poor to address their poverty and powerlessness that are the root causes 
of their problems.” 


And so the basic elements of the strategy came together. The rest is hard 
work, innovation and expansion. 


Services 


Across the country today, community-based health programs provide 
basic services previously out of reach to the poor. In organized communities 
these could include: health education, water purification, construction of 
sewage and waste disposal systems, immunization, maternal and child 
health care, preventive dentistry and disaster preparedness. 


More complex services are also available. Among these are food 
supplementation, under-fives clinic, minor surgery, mental and physical 
rehabilitation, refugee health care, and simple laboratory procedures. 


Remote areas with stable community organizations may have drug 
cooperatives, agri-nutrition programs, and clinics. 


The services are delivered through education drives and campaigns, 
barrio clinics, home visits and referrals. Herbal gardens are usually 
maintained. 


Organized communities have village level or sectoral health committees, 
community health workers (CHW) and their organization. They have 
basic diagnostic kits as well as those for women’s and children’s health. 


The better organized communities may have in addition to the basic 
resources, health professionals from programs or local practitioners, 


municipal or district level health committees or CHW organizations and a 
transport system. 


Services for unorganized communities focus on illness prevention. Here 
community health leaders are most active in awareness building and help 
support community organizing activities. 


CBHP Programs and Services 


Basic Services for Organized Communities 


Health education: concepts of health and disease, personal hygiene 
and fitness, health promotion 


Nutrition: food preparation and processing, nutrition surveillance, 
growth monitoring and promotion 


Safe water supply: education, water purification methods, water 
testing and analysis, ensuring safe water supply 


Environmental health: sewage and waste disposal system, ecology 
education 


Immunization: EPI and tetanus toxoid immunization, health 
education 


Maternal and Child Health: responsible parenthood and family 
planning, women's health care (pre-natal, birthing and post-partum 
care), well-baby care, sick-baby clinic, child growth monitoring 


First Aid and Management of Common Emergencies 


Management of Common Diseases: treatment for endemic, 
communicable and non-communicable diseases using western 
ard traditional modes and acupuncture 


Essential drugs: provision of western and traditional remedies 


Mental health: education and promotion, prevention of mental 
illness 


Oral Hygiene and Preventive Dentistry 


Disaster Preparedness: orientation, disaster response teams 


Why community-based 
health care? 


Central to the community-based approach to health delivery are the 
elements of accessibility, disease prevention and empowerment. 


CBHP practitioners in the Council for Primary Health Care (CPHC) note 
that health care must be brought closer to the people who need it because 
most often they cannot come to village centers. Furthermore, they point 
out that when the patients finally show up their illness would have had 
deteriorated so that more resources would be needed to cure them. 


CPHC found that it would be cheaper to undertake preventive community 
health work since it “saves more lives, controls disabilities and preserves 
the health of the people” simply because people are reached before they 
get sick. 


Nonetheless, since there are health problems that will never be solved 
unless there are major changes in society, CBHP must also empower 
people to cause or initiate changes on their own behalf. 


Accessibility 


Miralao’s 1989 survey report on households and health shows that for 
close to 50 percent of those living in Luzon, the nearest rural health unit is 
in another town or village over five kilometers away. To get to the nearest 
hospital, Luzon households must travel an average of 40 kilometers. 


Things are not as bad in the Visayas and Mindanao where government 
health units were, for most people, within four to five kilometers away. 


“Philippine expenditures for primary health care are way below that of 
international standards,” says Dr. Jaime Galvez-Tan, who helped organize 
community health programs in southern Philippines. Daily, government 


spends 30 centavos against the one to five dollars per capita international 
standard. 


————— CC 


Although the Philippines graduates 3,000 doctors —including aliens— 
annually, its doctors and nurses leave for more lucrative jobs abroad. 
Today about half of our Filipino doctors and nurses are abroad. 


The situation has reached “alarming proportions” say officials of the 


Philippine Nurses Association. They estimate the country has only 30 to 
40 percent of the nurses it needs. 


More than just the braindrain and lack or absence of roads and 


transportation, however, there are attitudinal and financial constraints in 
using government services. 


As of 1989, the Council for Health and Development counted 79 community- 
based health programs in 33 of the country’s 75 provinces. CBHP programs 
had 6,757 community health workers. The three organizations had 357 
full-time program staff. 


Low cost, even no cost at all. Health care has been inaccessible not only 
because of the distance of health professionals, but also because of the 
prohibitive cost of treatments and remedies. 


Miralao found that a large majority of households in communities with 
CBHP programs report having been visited by the health worker in the 
last three months prior to the survey. Ninety percent in Luzon and close 
to 80 percent in the Visayas and Mindanao say so. Between 72 and 81 
percent of served households also report they consulted the CHW in the 
same period. 


They generally also have access to cures prescribed by community health 
workers. Eighty-seven percent of those from Luzon would say they they 
learned to use herbal medicines for the treatment of common illnesses. 


Personal attention and linkages. Most Filipinos do consult someone 
when a family member is seriously ill. As might be expected, households 
prefer medical doctors for serious illnesses, “hilots” or traditional midwives 
for child deliveries; and midwives, relatives or neighbors for family 
planning. 


In her report, Miralao says people refuse to visit health centers because of 
their non-familiarity with or apprehension over modern medical 
technologies, the patronizing attitudes of medical personnel, plus the 
expensive treatments or medicines. 


CBHP workers are less intimidating. They are mostly housewives who 
come from the patient’s social class and neighborhood. They prescribe 
remedies that may be traditional, cheap or even free. 


Partly responsible for a higher level of confidence are the criteria used in 
the selection of health workers. Asked to describe the basis for the choice 
in CHWs, one worker said: “They are people witha strong commitment to 
serve. They possess leadership qualities....They must be trustworthy. 
They must be able to read and write.” 


Who are the community 
health workers? 


close to half of CHWs are housewives, about a 
fourth are farmers 

8 out of 10 are female 

close to 9 out of 10 are married 

age range is 18 to 63 years old; with most of them 
in the 20 to 44 years age bracket 

they believe perseverance, sense of duty, 
compassion, humility and honesty are the most 
important work attitudes 


Focus on Wellness and Prevention 


If there was only one reason why CBHP must be promoted it is the 
program’s promotion of wellness, not illness, prevention and not cure. 


In a country where half of the population lives below the poverty line, 
there are no savings for health care, generally no pay for the days when 
one cannot work, no help to do household chores. 


This stress on prevention, most of all, is based on the unfortunate fact that 
the country’s leading killers are preventible diseases. Prevention also 


saves people from pain and stress, preserves resources and promotes 
development. 


Although respondents in the survey report they “feel that compared to 
five years ago, their health status has improved” Miralao points out that 
the prevalence and nature of illnesses in the survey areas “reveal still 
many areas for upgrading the health of communities and households.” 


In the Visayas, over 20 percent of households had a family member 
afflicted with a serious illness in the year preceding the survey. Mindanao 
figures show a higher 34 to 41 percent. 


(A range of percentile points is given because data is organized by region 
and no national averages for the study are available.) 


The highest rate of illness is in Luzon where as many as 41 to 51 percent of 
households had at least one family member seriously ill in the previous 
year. 


Between 75 and 85 percent of households had one or more of their 
members ill of an minor ailment in the last month alone. Like the serious 
illness, the minor illnesses were again related to gastro-intestinal and 
respiratory problems, many of which are communicable and controllable 
with community and household sanitation and improved nutrition. 


National estimates for 1990 place infant mortality at 51 deaths per 1000 live 
births. The figure is five to seven times that any First World nation like the 
United States. 


Survey results show the leading causes of infant deaths to be pneumonia, 
followed by diarrhea and tetanus, all preventible diseases. 


CBHP provides basic health education and raises community awareness 
that illness can be controlled. Whether it has succeeded in preventive 
work however, is a matter we will take up in the next chapter. 


Empowerment 


Community development experts are wont to preach against dole outs. 
Don’t give a mana fish, they say, teach him how to fish. This advice and 
the development programs that go with it, however, have proved 
insufficient. 


In fishing for instance, skilled fisherfolk have been set back by Japanese 
fishing boats that control the country’s waters, the illegal use of purse 
seiners by big fishing vessels that destroy coral reefs, and other problems. 


No wonder small fisherfolk and their children are one of the most 
malnourished in the country. 


CBHP proponents make this link between economic power, social injustice 
and people’s health. They thus emphasize that the way to lasting health 
for the people, especially the poorest and the most exploited, lies in ‘‘the 
radical restructuring of unjust systems.” To achieve this, the poor must be 
organized and linked with other groups in society. 


This commitment to people’s power is echoed in the national objectives 
set forth by CBHP practitioners. The Council for Primary Health Care in 
a 1987 concept paper identified the CBHP contribution to change as 
helping ‘build the foundation of a more relevant health system...’ 
Among the specific objectives is “to support people’s organizations and 
strengthen people’s organizing by providing health services and by 
developing appropriate health knowledge, skills and technology with 
the people.” 


10 


CBHP National Objectives 


General Objective: 


To help build the foundations for a more relevant health system 


in the context of the people's concerted efforts towards social 
transformation. 


Specific Objectives: 


1. to raise the level of people’s awareness of the root causes of 
health and other related problems 


2. to support genuine people’s organizations and strengthen 
people's organizing by: 


@ providing health services 
@ developing appropriate health knowledge, skills and 
technology with the people 


3. to actively participate in people's concerted action in health 
and other basic issues 


4. to encourage health and other intermediate sectors to share 
resources, knowledge, and skills in the service of the people 


5. to develop local and international linkages in support for the 
people’s struggle for social transformation 


CBHP programs provide training in to upgrade health and organizing 
skills among community health workers and the personnel in their 
institutions. Support services include research, communication, networking 
as well as organizational development. 
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CBHP Support Services 


Training 
Health Skills: 
@ basic health skills 
@ advanced health skills including minor surgery, advanced 
first aid, laboratory procedures, basic pharmacology, 
acupuncture, blood typing, oriental medicine 
@ environmental sanitation 
Organizing Skills 
leadership, teaching, community organizing, program 
management; national health situation 
Research 
acupuncture needle-making, traditional medicine, 
community diagnosis survey, with library support on 
Philippine medicinal plant use 
Communication 
@ publications: Tambalan, Paambit Panglawas 
@ conferences 
@ public and media relations 
Networking 
with private and government health programs, international 
health groups 
Organization and Management 
staff development in health skills and management training, 
regular planning and review, upgrading monitoring and 
evaluation systems, program coordination; preparation of 
training modules 


While social transformation might all be a long-term objective, CBHP 
proponents wish to see changes in the community level. The most crucial 
of these are intangible. 


The most important part of your health work cannot be measured, says 
Our Health, Our Lives, a seminal manual for Philippine health workers. 


“It has to do,” the manual suggests, “with the way you and other people 


relate to each other, the people learning and working together, with the 
growth of kindness, responsibility, sharing and hope.” 
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The Kidapawan Experience 


History 
1980 


The bishop of Kidapawan, a diocese in southern Philippines, asks the 
CBHP Board of Directors under the Mindanao-Sulu Secretariat of Social 
Action (MISSSA) for a diocesan health program. 


1981 


Fifteen participants representing 14 of the 15 parishes attend a ten-day 
trainors course on Basic Health Skills. Trainors return to parishes where 
they organize core groups in existing Basic Christian Communities (BCC). 


The core groups consist of about seven members, each member chosen by 
10 to 15 families. 


The parish trainors meet with BCC members to orient them on CBHP and 
to choose their community health workers (CHWs) who will each serve a 
group of families. 


The diocesan health program starts as a component of the Lay Leadership 
program, which also organizes the BCCs, the entry point for health 
services. 


1983 


Assessment, problem solving and Advanced Health Training Course. At 
the end of the year, some 187 CHWs were either undergoing training or 
had completed the Basic Health Skills course. Of these 158 are active, only 
29 cirop out.CBHP is initiated in 146 of the diocese’s 204 villages. 
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1984 to 1985 


CBHP becomes a full-fledged diocesan program with five staff members 
including three nurses. Since it paid low wages, the program could not 
keep its professional staff. 


Between 1983 and 1985 however, almost 700 CHWs had been trained. 
More advanced training courses were introduced. Among them were: 
acupuncture, microscopy, injection, minor surgery and non-health topics 
for staff development. 


M’lang parish launches the Barangay Walking Blood Bank to respond to 
the demand for blood during pregnancy and childbirth. Other services 
start, among them the TB program: education, immunization and individual 
patient care. Tie-ups with government and non-government organizations. 


CHWs organize a mutual aid group. 


At the end of 1985, there were 76 villages with CBHPs covering 37 percent 
of Kidapawan’s villages; 167 or 40 percent of the 413 BCCs had at least one 
trained CHW. 


1986 to mid-1989 


With 127 programs in place, 62 percent of villages have health programs. 
Sixty-eight percent of BCCs are served by at least one CHW; 280 BCCs and 
14 of the 15 parishes have health programs. 


Diocesan program functions 


Education and training: training seminars for diocesan staff and parish 
trainors. Seminars include community orientation seminars, health classes, 
in-service, non-health and staff development courses. Monitors and 
customizes training curricula. 


Services and activities: provision of direct health services including patient 
care follow-up, referrals, immunization and sanitation campaigns, clinics. 
Evaluation of CHW skills 


Organization and Management: community health workers’ welfare 
services and organization 


CHW ORGANIZATION 


Mindanao Structure (1990) 


Mindanao Wide 
CHW Organization 


Diocesan CHW 
Organization 


Diocesan CHW 
Organization 


Diocesan CHW 
Organization 


— 
Parish CHW 
Organization 


Parish CHW 
Organization 


Parish CHW 
Organization 


Note: 11 diocesan have CHW organizations 
@ Notall CHWs become members of CHW 
organizations 
@ There is no national organization 
of CHWs yet 
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What keeps them going 


e Full support of the three bishops who, at one time or another, headed 
the diocese, adoption of CBHP as a regular diocesan program, the 
presence of organized church groups in the grassroots 


e A relatively stable peace and order situation and resultantly “less fear 
of harassment” 


e Linkages and alliances, relations with the Integrated Provincial Health 
Offices in the provinces of Cotabato and Sultan Kudarat, referral 
arrangements with the provincial and two emergency hospitals in 
Cotabato province and seven rural health units also in Cotabato. It 
refers cases also to five privately-run medical clinics and collaborates 
with three NGOs. 


e Ties with four foreign-based organizations that provide material support 
and with the local church-run radio station that provides free air time 
for a weekly 30-minute program. 


REALITIES 


any of the practices in community-based health programs are 
unheard of in medical circles. Imagine electing paramedics, 
consorting with herbolarios (traditional healers) and as if these 


were not enough — linking Mang Kardo’s tuberculosis with his land - 
lord’s refusal to adopt agrarian reform. 


Walk into a national conference of community health workers. Do not 
expect to hear the latest on kidney stone blasting technology. Expect to 
share in discussions on the politics of health. Expect lectures on the 
country’s debt servicing policy and its impact on the health budget, the 
opposition of transnational drug corporations to the Philippine generic 
drug law, also reports on the armed conflict and how doctors are caught 
in between. 


For all their unorthodox methods and aims however, CBHPs share qualities 
with the world’s best-run companies. Among these attributes are: shared 
values, service-orientation and closeness to clientele, people-led 
productivity and a bias for action. They also consider training as the 
“backbone” of the program. 


How can something like this work? 


Health as social commitment 


Topping the factors that propel community-based health programs is a 
shared commitment —a commitment to serve, usually for free. 


Our Health, Our Lives, considered the “bible” of health workers, advises, 
“Think of your role not as position of privilege but as a position of trust 
and service. Always try to put yourself in the place of others to better 
understand the way they think and feel.” 


In the written examination to assess the training program for CHWs, 82 
randomly selected CHWs made very few or no errors in the section that 
tested the following attitudes: perseverance, sense of duty, honesty and 
humility. 


Miralao’s survey results show that with very few exceptions, CHWs are 
perceived by the community as “industrious” if not “very industrious.” 
They are also seen as maintaining “satisfactory” or “very satisfactory” 
relations with people in the communities. 


The great majority of households in the survey said the CBHP has been 
“beneficial” or “very beneficial” to their communities. 


Survey respondents remember community health workers visiting their 
homes to cure a sick family member, give herbal medicine or weigh 
children. They also get tips on nutrition and prenatal care and referrals to 
doctors or hospitals. 


The survey of CHWs shows one having worked 13 years, and the mode at 
8 years. 


This commitment to service, a qualification for one to be a health worker, 
is nurtured consciously. Health workers undergo training seminars that, 
in the words of a participant, “last from early morning till late at night.” 


At these seminars rookies are initiated into how CBHP can make a 
difference in the political and economic milieu. Later there will be refresher 
courses “to ensure we still remember what we have learned.” 


Their handbooks and manuals urge them to remain close to their clientele. 
Again Our Health, Our Lives says: “Your concern is the well-being of all the 
people, not just those you know well, or who come to you. Go to your 
people....Examine with them their habits, the things in their daily lives 


that bring about good health, and those that may lead to sickness or 
injury.” 


The holistic approach to health care however, has attracted controversy. 
Caught in the middle of poverty and the armed conflict it breeds, program 
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staff and community health workers in many parts of the country have 
become targets for harassment, illegal detention, red baiting, death threats 
and summary execution. Medical equipment have also been confiscated. 


So while there are drop-outs due to militarization and economic pressures, 
CBHP workers stick to the work. On their foreheads might well written be 
a corporate axiom: “Do it, fix it, try it.” 


Trusting the people with knowledge 


CBHP started an information revolution in health. It took skills and 


knowledge previously held only by doctors, nurses and medical technicians 
and placed them in the hands of farmers and workers. 


Majority of the health workers subjected to a limited test of skills and 
attitudes scored well —between 41 and 45 out of a possible 50. 


They proved themselves good in home remedies for fever, cough, and 
diarrhea (including the need to continue breastfeeding at this time), as 
well as in the treatment of minor wounds, in the use of the tourniquet and 
the need for butterfly bandages. They were familiar with the transmission 
and complications of measles, the duration of TB drug therapy, and with 
predisposing factors that cause pneumonia. 


The health workers generally performed satisfactorily when tested on the 
preparation of an herbal medicine decoction. 


People’s participation 


CBHP proponents believe that central to the solution of health problems is 
people’s participation; that the dynamism of the health program lies in the 
spirit of volunteerism and community support. 


The Community-based Health Services, perhaps the largest non- 
governmental CBHP organization in number of villages served, 
underscores popular participation in health-related decision-making, 
planning, implementation and evaluation. 


CBHP trusts in the wisdom and maturity of its people. Thus apart from 
hea’ th care skills, the training includes seminars on community organization 
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and leadership skills. (For program staff there are seminars to develop 
institution-building and management skills.) 


The best expression of community support lies in the way community 
health workers are chosen. Health workers are generally elected by 
members of the community organization. 


Although the health workers are not richly rewarded —at least financially— 
there is reciprocity between them and the community they serve. Miralao 
shows that between 43 and 59 percent of the families served by community 
health workers report they helped CHWs directly by giving donations 
and gifts in cash or kind. The most common donations are rootcrops and 
vegetables. 


The support sometimes comes in an organized way. Two parishes in 
Mindanao, for instance, have income-generating projects for CHWs. Both 
are poultry-raising projects where families served by the CHWs contribute 
a chicken each. The CHWS raise the chickens and the chicks produced are 
shared with the contributing families. 


Other help organize meetings, build or manage clinics, or provide moral 
support. School children in a project on Negros island maintain a herbal 
garden as a co-curricular activity. 


CBHPs have also initiated mutual help projects to uplift the community’s 
economic situation. 


Capitalizing on traditional and indigenous remedies 


Miralao and Namay observe that of all the reading materials considered 
most helpful to communities were those on the preparation of herbal 
medicine. 


Apparently herbals —cheap and accessible remedies— help prevent 
secondary complications. Their use capitalizes on the general familiarity 
_ with traditional medicine and draws in traditional healers. The source of 


herbs, community gardens, may also help in the formation of a national 
drug program. 


‘CBHP also promotes traditional massage. 
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Institutionalization and growth 
of primary health organizations 


Starting as a crusade in the early 70s, CBHP has developed managerial 
and institutional features. 


Community-managed health care programs have succeeded in transferring 
not just health-related expertise but also management skills. They have 
grown not just in the number of villages with health programs, but also in 
self-sufficiency in various organizational levels. 


Since the Rural Missionaries sent out its first health teams in 1973, the 
infrastructure for community-based health programs grew. From three 
pilot areas in 1976, the number of programs reached 86 by 1980 so that 
there arose the need for a central coordinating body. 


One such organization, the Council for Primary Health Care, was 
established to respond to the training and networking needs of agencies 
engaged in community health work. 


As the 1990s begins, the agencies are outgrowing CPHC, leading to the 
establishment of a still larger consortium, the Council for Health and 
Development. 


Organizations of community health workers in the regional and provincial 
levels also have taken shape. Starting in 1980, these organizations serve as 
venues for the change of experiences and centers for mutual support. 


Some of these local health workers groups can sustain health programs 
even when external agencies pull out. Regular staff development programs 
in community organization, institution-building and management skills. 
ensure this self-reliance. 


The growth of CBHP organizations also appears to stem from increased 
self-understanding. Vital in this task are the analysis and evaluation 
sessions that purge health workers of illusions and clarify their role in 
social transformation. 


Turning points in concept-building include the introduction in 1975 of 
structural analysis, a framework for the study of societal problems, and 
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the 1979 re-definition of community organizing to relate local problems to 
national issues. 


External factors like the escalation of “total war” by both the Marcos and 
the Aquino governments against dissidents as well as the opening of 


democratic space in the mid-80s also forced CBHPs to re-organize or 
adjust strategies. 


Institutional support 


From the earliest days of CBHP in the country, the Church has played a 
key role. Crucial to the formation of the CBHP backbone are the Association 
of Major Religious Superiors of the Philippines (AMRSP), which organized 
the Rural and the Urban Missionaries, and the Catholic social action 


network, particularly the Mindanao-Sulu Secretariat of Social Action 
(MISSSA) Health Desk. 


The National Council of Churches in the Philippines has made significant 
contributions to the growth and promotion of CBHP particularly through 
the National Ecumenical Health Concerns Committee. 


Today the Rural Missionaries’ health programs are principally coordinated 
with dioceses and parishes. 


The CBHP in Isabela province in northeastern Luzon, for instance, was 
adopted by the social action program of Ilagan Diocese. It has since then 
remained faithful to the spirit of its founders. The diocese has also donated 
the site for a clinic and has set up a scholarship for nursing and midwifery 
students who work with the CBHP. 


On the parish level, pastors have asked program personnel to initiate 


programs. They have also provided facilities (clinic, plot for herbal garden, 
use of rectory) and contacts for their work. 


Networking 


CBHP cuts duplication by networking. Its referral system includes 
government and private hospitals and clinics as well as its ties with other 
NGOs. 
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Now for the hard part 


For all their good intentions and structural analysis, however, CBHPs are 
trying to do too much with too little. 


Fighting against time 


While CBHPs are called for preventive work, the crying need is for 
immediate service. 


“There is no point in giving them a lecture on prevention and diet,” writes 
an anguished parish priest on the endless stream of emergencies he must 
deal with. “They need blood, transportation, injections, dextrose —now.” 


Survey findings show that in the end health workers, do succumb to the 
demands of the moment. In general, Miralao observes: “their (CHWs) 
health assistance has been largely reactive —undertaken in response to 
the frequent occurrence of illness” rather implementing measures that 
control the spread of disease.” 


“They have no choice,” says Miralao. 


The findings however, should trouble CBHP proponents. Take for instance, 
the incidence of breastfeeding, a practice CBHP swears by because it 
protects the health not only of infants and children but also of mothers. 
Miralao notes that while the incidence of breastfeeding nationally is 
estimated between 80 and 83 percent, the prevalence stands at a lower 63 
to 77 percent in or around CBHP areas. 


While there has been a shift in infant feeding practices, she notes it in the 
move towards mixed feeding (breast and bottle) rather than to complete 
breastfeeding. 


The child immunization campaign, the survey finds, does not seem to 
have taken off particularly in the Luzon survey communities where 


mothers who have asked to have their babies immunized comprise a 
minimal three percent. 
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This ironic neglect of preventive care is attributed to various factors. 


Another CBHP practitioner believes that one of the factors for this Oversight 


Further, medical education Provides nurses, doctors and other health 
professionals on the program the bias for the curative approach. 


“We need a more comprehensive approach,” says Dr. Magdalena Barcelon, 
who heads the Council for Health and Development. 


Fighting ignorance 


While majority of the health workers scored well in the limited test of 
skills and attitudes, their errors point to where training must be emphasized. 


Of the 82 tested, 74 percent still believed that tuberculosis is inherited, 68 
percent think that BCG cures TB, and 51 percent failed to recognize the 
multi-factorial causes of malnutrition. 


CHWs were also tested on how they would counsel a pregnant women on 
her fourth month with her fourth pregnancy. Only 35 percent advised 
pregnant women to breastfeed, only 17 percent gave tips on how to 
prepare for delivery, only 14 percent warned against drug pharmaceuticals; 
and, only 12 percent counseled on the danger signals of pregnancy. 


The tests also found CBHP training weak in family planning and in 
rational drug use. 


CHWs also need to adopt a standard formula in the preparation of sugar- 


salt solution. Only a third tasted their preparations despite instructions to 
make sure that the solution is not saltier than one’s tears. 
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Fighting poverty 


Miralao notes that the task of making impoverished people healthy is 
“already daunting.” She adds that improving the health of communities 
with a chronically poor economic base is “doubly formidable.” 


Community health workers must deal with the lack or inadequacy of 
facilities for water, as well as for drainage and waste disposal. They are 
also tasked with helping in the cultivation of herbal medicines and 
nutritious food. 


“We must mobilize communities to demand from government the 
necessities for the preventive aspects of health,” says Dr. Jaime Galvez- 
Tan, a CBHP pioneer.” But that entails a lot of work, legwork....It is easier 
to use the thermometer and go back to curative work.” 


CBHPs used to initiate income-generating projects to improve the situation. 
These efforts however, are being reviewed as they were found to have 
benefited only a small segment of the community and did not multiply 
quickly enough. 


CHWs are also limited by insufficient financing for their work. Since 
almost all of the families served by CHWs depend on subsistence 
agriculture, getting money for transportation to attend meetings or training 
seminars is difficult. 


One out of five community health workers drops out primarily because of 
economic reasons. (“Commitment does not feed a family,” mourns an 
advocate.) CHWs are generally not compensated for their work and thus 
depend largely on their share of the harvest or wages as hired farm 
workers. 


One of them admits that “with the skills I have and will continue to 


acquire as a CHW, I hope to go to Saudi (Arabia) to work there as a 
domestic helper.” 


The committee that commissioned the impact study however, is not 
fazed. “Years ago, we agreed that a thirty percent drop-out rate was 
reasonable considering the circumstances,” says a committee member. 
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The CBHP programs are bedeviled with financing problems too. Funding 


proposals do not always come through, neither do grants always arrive 
on time. 


The lack of funds has led to turnover among program personnel, among 
them professionals, who in some organizations receive monthly salaries 
averaging only P900 (USD36), a figure way below the poverty line in 1989. 


Tensions between 


community work 
and health work 


Ideally, a community must be organized before CBHP is introduced. 
According to proponents, organization and the education that usually 
accompany it, guards against turning the health program into a palliative. 
component. By showing the social causes of disease, CBHP becomes a 
starting point for community involvement in national and other issues. It 
also ensures that health workers will be provided material and moral 
support by members of the community. 


In the past, program staff and many health workers used health programs 
as entry points and have thus had to simultaneously start community 
organizations and provide health-related services. 


Through time, the growth of people’s organizations eased organizing 
responsibilities in some areas. CHWs, however, since they too are members 
of people’s organizations oftentimes have to help mobilize others for 
political actions. 


Management experts would frown on this and say, “They aren't sticking 
to the knitting.” Sociologist Miralao says, “They have become multi- 
purpose.” 


Although the preparation of well-rounded development workers may 
well be a valid training objective, the demands of having too many 
responsibilities oftentimes exceed capabilities of commu nity health workers 
as well as program staff. Overwork and lack of proper training block the 
advance of health programs, training and services. 
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These political and economic factors, have also led to high turn-over and 
frequent burn-out rates among overworked community health workers 
and professional staff. 


Allowing themselves to become “multi-purpose” appears to be rooted in 
the health workers’ understanding -albeit correct- that health problems 
are results of broad social inequities. Dr. Galvez-Tan puts it plainly, 
“Health workers must develop health programs and promote people’s 
health, even if health for all is a long-range goal.” 


Tan believes that long-term goals should have, by now, become explicit 
particularly among sectoral organizations. “Now we have linkages with 
groups that could do other things, we have to specialize, we must focus on 
health.” 


Miralao suggests prioritizing program goals and services, aligning these 
with the strategies and resources on hand. 


Fighting against the fighting 


The Medical Action Group, an organization of health professionals, reports 
65 cases of human rights violations against 102 health workers between 
January 1987 and October 1989. Of the victims, 45 were arrested or detained, 
38 subjected to harassment or physical injuries. Nine were killed summarily 
in single incidents or in massacres. 


Perpetrators are reportedly members of the Armed Forces of the Philippines 
or the para-military and vigilante groups that have proliferated in the 
countryside since President Corazon Aquino declared total war against 
the guerilla New People’s Army in 1987. 


Researchers found the violence has led to the stoppage of health program 
operations in 267 villages and their disruption in 305 others. At least one 
hundred community health workers have resigned, 259 have become 
inactive while some 350 who were still undergoing training dropped out. 


Majority of the victims are members of parish health organizations. 


Intensifying militarization also demands additional services such as health 
assistance in relief and rehabilitation programs during forced evaluations, 
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bombings and burnin 


pr gs. This adds to the work of an already overburdenea 
staff. 


The armed conflict has also prevented people from utilizing medical 
services, caused health and community workers to stop activities, and 
suspended health and other community projects. 


The dissolution or ineffectiveness of people’s organizations, caused by 
militarization has thus forced health personnel to take on community 
organizing work. 


Bottom line 


Although the impact-evaluation study itself almost run aground due to 
the lack of standards to gauge success and the absence of baseline data for 
“before and after” studies, the limited findings point to success. 


Miralao admitted the weakness in the survey design. Limitations in the 
interviews, she said, could permit an assessment of the impact of the 
Program only in terms of the nature and the characteristics of the 
households’ relationships to the health workers. Earlier we saw how 
health workers are well-accepted in the communities. 


Acceptance however, is not enough. Practitioners know that this care 
must be delivered systematically and professionally within an integrated 
plan, if they wish CBHP to work. Miralao and the members of the evaluation 
committee have suggestions. 


Convergence 


Practitioners are arguing for a more integrated approach to health problems, 
for balancing responses to long-term and immediate needs. They 
recommend that income-generating activities and agricultural projects be 
linked to health programs; the expansion of CBHP influence not only to 
health professionals, but also to agriculturists, hydrologists, and sanitation 
experts. 


Survey results, Miralao says, indicate that programs may be able to focus 
on health concerns also by cultivating linkages with “special service 
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organizations that deliver livelihood, skills training, organizing and other 
forms of assistance to communities. This division of labor would free 
CHWs to concentrate on health services. 


A directory of nearby or alternative health facilities should be helpful. 
This should facilitate referral to rural health units and private health 
personnel and hospitals that could provide child immunization, pre- and 
post-natal consultations, family planning and the treatment of illnesses. 


Health organizations can also study different models where health workers 
can help people develop income-generating programs as in production of 
nutritious food. 


A review of objectives 


Miralao recommended that CBHP take stock of the demands of program 
areas and arrive a “more judicious ratio” of health worker to area or 
household assignments. 


Miralao repeatedly stressed the importance of strategizing and resource 
allocation. 


To clarify priorities, CBHP should ensure the levelling off of expectations 
between people’s organizations and health workers, a clearer definition 
of scope of work for CHWs, and the integration of health orientation in the 
political and economic work of people’s organizations. 


After the review, health workers had better go back to basics. Unmet 
community and household needs in sanitation, maternal and child health, 
and nutrition and other health education will have to addressed. They 
will have to seriously plan how to get clean water facilities, sewage and 
waste disposal systems. 


They will to put into action, their specific concern for the health of 
children and women, specifically the mothers. 


Professionalization 
It has been recommended that the newly organized Council for Health 


and Development (CHD) assume a greater role, not only as coordinator 
but also in assuring the quality of CBHP services. 
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The impact study had identified the need to institutionalize —at all 
levels— program monitoring and evaluation to determine the impact of 


training programs and CBHP work in general. Critics noted the absence 
of a systematic data base. 


(Complains a health worker: “It’s impossible to write when you are 
planting rice and somebody comes to you for treatment. One does not 
carry the forms and pencil to the ricefields.” 


(Now health workers provide estimates of individuals served. These are 
written by someone on the parish level.) 


The National Coordinating Committee strongly recommends the 
employment of monitoring officers in the national and regional levels, as 
well as the establishment of community-based monitoring systems. 


There is also the need to expand the concept of planning, to describe 
systems and procedures, to draft job descriptions and review the selection 
process in hiring program staff and their salary scales. A “management” 
manual should help staff who will eventually become planners and 
administrators. 


The Council should be able to collate, synthesize experience, set standards, 
and assist in organizational development. All this time though, the 
autonomy of regional programs will be recognized. 


Curriculum focus 


Study findings suggest the need to sharpen the training curriculum in 
favor of CBHP’s main task —preventive health care. The curriculum 
needs to be standardized and published in a manual. Renewed stress on 
maternal and child care is needed. 


Also to be incorporated are current approaches to control diarrheal and 
acute respiratory diseases. 


Even the revered CHW’s guide Our Health, Our Lives, will not be spared 
close scrutiny. A user’s guide is being planned. 
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Empowerment: organization and solidarity 


The study sees hope in the blossoming of mutual aid groups since they 
offer an organized response to economic and political difficulties faced by 
community health workers. Already there is a regional federation in 
Northern Luzon with structures from the regional to the village levels. 


There is a need, CPHC says, “to identify socio-economic schemes to serve 
that majority of the community members in the shortest time possible and 
in ways which fosters self-reliance among the people while guarding 
them against individualism and opportunism.” 


And despite the difficulties that go with it, community-based health 
programs would be better off with community and sectoral organization 
and the forging of bonds among other groups in society. 


CBHP must work at improving strategy, structure and systems, skills and 
staffing. While it is not—as its own advocates know— the solution to the 
country’s health problems, it has lightened the burden by opening 
possibilities for people to control their health and their lives. Strengthened 
and prepared, it might be also be the foundation of the country’s new 
health system. 
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COUNCIL FOR HEALTH AND DEVELOPMENT 
Network 


Health Programs Community Based 
(CBHPs) 


Cagayan 
A Social Action Health Program, Social Action Center 
& Community Based Health Program-Cagayan 


Kalinga Apayao . 

Apayao Community Learning Center, Kabugao 

Community Based Health Center for Kalinga-Apayao, Tabuk 
Kalinga Christian Learning Center, Bulanao 

Mining Community Based Health Program, Bulanao 


>r>prp 


Mountain Province 
@ Integrated Medical Health Education Services, Sagada 


Benguet 
@ Community Health Education Services and Training in the Cordillera 


Isabela 
4 Community Based Health Development Program - Cagayan Valley 
@ Community Based Health Development Program - Isabela, Gamu 


Nueva Vizcaya 
@ Community Based Health Development Program - Nueva Vizcaya, Villa Verde 
4 Kalajan Health Program 
4 Rural Missionaries Health Program, Bambang 


Nueva Ecija 
A CBHP, San Jose City 
@ Munoz Community Based Health Program 
@ Health Integrated Development Services 
& SAFRUDI, Gabaldon 


Pampanga 
A Central Luzon Coordinating Body, San Fernando 
4 Bacolor Health Program, Bacolor 
@ Health Integrated Development Services 


Bulacan 


A& Family Health Education Program, San Jose del Monte 
A KASAK, Diocese of Malolos 
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Metro Manila & Rizal 


@ Tuazon Community Center Foundation, Inc., Marikina 
Programang Pangkalusugan sa Sitio Ruhat, Antipolo, Rizal 
Canossa Health & Social Center, Manila 


Community Medicine Development Foundation Inc., Manila 
AUSCULTA, Quezon City 


Kaunlaran Multipurpose Center Health Program, San Andres Bukid, Manila 
KAPPAG-Bulong Health Service (Kaisahan ng mga Programa sa Pagpapaunlad 
ng Kabuuang Pagkatao), Quezon City 

@ Rural Missionaries Health Program-Cavite, Muntinlupa, Rizal 
4 Parafiaque Development Foundation Inc., Parafiaque 

a St. Joseph Social Service, Pasig 


>reerrp 


a Silang Health Program, Silang 
a SKK (Samahan ng Kababaihan para sa Kalusugan 
Kabuhayan at Kaunlaran), GMA 


Batangas 
@ Caysasay Development Center, Inc., Taal 


Occidental Mindoro 
a MIND, Inc., San Jose 


Cebu 
@ Center for the Advancement of Training and Community Health Services 
@ Training & Educational Assistance for Community Health - Cebu, Cebu City, 
Operation Himsog, Cebu City 


Palawan 
a Health Action Network for Development Puerto Princesa, Palawan 


lloilo 
@ CPHRS, lloilo City 


Negros Occidental 
a CBHP, Hinigaran 
@ Katilingbanong Programa Alang sa Maayong Panglawas sa Escalante, 
New Escalante 
Bulig Health Program, Bacolod City 
CBHP-Sacred Heart Center Health Program, Bacolod City 
CBHP, Trainers Training Program, Bacolod City 
Community Based Health Development Program, Bacolod City 
Negros Health Outreach Program, Bacolod City 
Social Action Center Diocesan Health Program, Bacolod City 


>rPeOrrre 


Negros Oriental 
a CBHDP, Guihulngan 
a AMPHIRE, Bais City 
@ Community Based Health Development Program-RM 
a. Sacred Heart Community Center, Bais City 


Quirino 
a Community Based Development Health Program-Quirino, Cabarruguis 


Quezon 
@ KSK, Infanta, Quezon, Tribal Center for Development Infanta, Quezon 


Aurora 
a KSK-Gabay Social Action Subcenter, Baler 


Alba 
ry Bagong Paglaum Community Development Program, Legazpi City 
@ Bicol Integrated Health Services, Legazpi City 
@ TABI, Under Fives Clinic, Legazpi City 
4 SIPAG-KO, Legazpi City 
a AMBAGAN Community Project, Guinobatan, Albay 


Western Samar 
@ Katilingbanon nga Programa ha Panlawas han Samar, Calbayog City 


Leyte 
@ MAKAPAWA-Under Five’s Clinic, Tacloban City, Leyte 


Agusan del Norte 
4 Butuan Socio Medical Services, Butuan City 
@ Community Based Health Services-Butuan, Butuan City 


Bukidnon 
4 CBHS-Maraniag, Bukidnon 


Lanao del Norte 
@ CBHP-Lanao Interfaith Center for Health, lligan City 


Misamis Oriental 
@ Archdiocese Health Apostolate, Cagayan de Oro City 


Zamboanga del Norte 
4 Diocesan Health Program, Dipolog City 


Zamboanga del Sur 
4 Community Based Health Program - Buug 


Davao del Sur 
4 ALAMAPA, Bajada, Davao City 
@ Community Based Health Services, Davao City 
4 Urban Integrated Health Services, Davao City 


Davao del Norte | 
@ Center for Community Health Services, Davao del Norte 


North Cotabato 
@ Diocesan Programa Alang sa Maayong Panglawas sa Kidapawan 


Maguindanao 
@ Interfaith Program for Health Concerns-Cotabato, Cotabato City 


South Cotabato 
@ Community Primary Health CareMarbel 
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